Background: Posterior reversible encephalopathy syndrome (PRES) is a neuroradiological syndrome characterized by headache, altered mental status, visual disturbance, and seizures with diagnostic MRI features, especially in the territories of posterior circulation. Reversibility of clinical and radiologic findings is generally regarded as a defining feature of PRES. Case Report: A 72-year old man who had a history of hypertension presented with subacute and progressive visual disturbance, dizziness, limb ataxia, and finally non-convulsive status epilepticus. Magnetic resonance imaging (MRI) showed extensive lesions in bilateral parieto-occipital cortex and subcortex. Due to his marked fluctuation of blood pressure, we detected a pheochromocytoma of left adrenal gland. In spite of administration with several types of antihypertensive medication, the patient presented with clinical deterioration, leading to death. MRI demonstrated the progression of lesions. Conclusion: This case report highlights the clinical and radiological progression of posterior encephalopathy syndrome caused by pheochromocytoma despite appropriate treatment of blood pressure.
INTRODUCTION

Posterior reversible encephalopathy syndrome (PRES)
is a neuroradiological entity characterized by headache, vomiting, visual changes, seizures, altered mentality, and various neurologic symptoms. The clinical features are associated with potentially reversible cerebral edema, primarily in the territories of brain supplied by posterior circulation. The symptoms usually develop over a few hours and progression over several days is uncommon. 1, 2 We report a patient with posterior encephalopathy syndrome who gradually deteriorated and died six months later.
CASE REPORT
A 72-year-old man with a medical history of hypertension and angina pectoris had experienced dizziness and visual disturbance for 3 months. One month previous to presentation, the patient subacutely developed dysarthria and limb ataxia. Diffusion weighted image (DWI) and apparent diffusion coefficient (ADC) showed an extensive diffusion restriction signals in the bilateral parietooccipital area (Fig. 1A, B) . First impression was multifocal infarction in the both posterior cerebral artery territories. However, the patient's condition gradually deteriorated despite antiplatelet treatment at a secondary hospital. During a few days before presentation, underlying symptoms such as dizziness, visual disturbance, and dysarthria were progressed and behavioral change has occurred. Even then his electroencephalogram (EEG) showed diffuse slow activities in both hemispheres.
The patient became confused one day prior to presentation to our hospital. We performed second MRI, and which showed increased lesion size compared to previous imaging taken before one month (Fig. 1A-D ). There were no punctuate hematomas indicative of amyloid encephalopathy in gradient echo image and magnetic resonance angiography in posterior circulation was normal (Fig. 1E, F) . suggestive of pheochromocytoma, we performed an adrenal computed tomography and it showed a 9 x 10 mm mass in the left adrenal gland (Fig. 3) .
The surgical removal of the adrenal mass was not tried due to the patient's medical condition and family member's opinion. Two months later, the follow-up brain MRI revealed diffuse cortical atrophy in fluid attenuated inversion recovery (FLAIR) image which was not remarkable in the previous image (Fig. 1G, H) . The patient continued to be unresponsive and died after developing sepsis caused by pneumonia 3 months after admission.
DISCUSSION
The pathogenesis of PRES is still unclear. Two opposing theories have been proposed. The current popular hypothesis of the pathophysiology is that hypertension overcomes the upper limit of cerebral autoregulation, leading to vasodilation and vasogenic edema. Reversibility is generally regarded as a defining feature of PRES. However, it is not always so. We report this case to highlight the clinical and radiological irreversibility of pheochrocytoma-induced posterior encephalopathy syndrome. Although reversibility is typical characteristics of PRES, a specific etiology such as pheochromocytoma and secondary complication including NCSE or sepsis can induce irreversibility.
